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An Abbreviated Survey to investigate
#KY00019519 was initiated on 12/18/12 and
concluded on 12/20/12. The allegation was
unsubstantiated; however, an unrelated
deficiency was identified and cited.
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PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to ensure the services provided by the
facility met professional standards of quality for
one (1) of three (3) sampled residents (Resident
#3). The facility failed to ensure Physician's
orders were followed for Resident #3 as there
was no documented evidence daily weights were
obtained as ordered by the Physician.

The findings include:

Review of the facility's policy titled "Physician
Orders", undated, revealed all medications and
treatments must be ordered by a Physician.
However, the policy did not specify a procedure
for following all orders.

Review of the clinical record revealed the facility
admitted Resident #3 on 10/18/12 with diagnoses
which included Congestive Heart Failure,
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Hypertension and Chronic Kidney Disease.

Review of the Physician's Order, dated 10/30/12
revealed Resident #3 was to be weighed daily.

Review of the Treatment Administration Record
(TAR) and the Weight Flow Sheet for November
2012 revealed Resident #3 was weighed on
11/02/12, 11/03/12 and 11/04/12. There was no
documented evidence the resident was weighed
on 11/01/12 or 11/05/12.

Further review of the clinical record revealed
Resident #3 was admitted to the hospital on
11/06/12, and returned to the facility on 11/12/12.
Review of the Physician's Order dated 11/13/12
revealed the resident was to be weighed daily for
ten (10) days.

Continued review of the TAR for November 2012
revealed no documented evidence the daily
weights were initiated until 11/16/12, three (3)
days after the order was received. In addition,
there was no documented weight for 11/22/12.

Interview with the Director of Nursing (DON), on
12/20/12 at 1:50 PM, revealed there was not
documented evidence the daily weights for
Resident #3 were obtained as ordered. She
stated she did not perform specific audits for daily
weights, but did look at the TARs for
completeness. She further stated she had not
noticed the missing weights during November
2012. Continued interview revealed the
Restorative Aides (RAs) were responsible for
obtaining the weights.

Interview with Restorative Aide (RA) #1, on
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12/20/12 at 3:00 PM, revealed her responsibilities
included obtaining resident weights. She stated
she recalled Resident #3 had required daily
weights for some time in November 2012. She
further stated she, or one of the other RAs,
obtained the weights and reported to the nurse,
who was responsible for documenting them.

Subsequent interview with the DON, on 12/20/12
at 3:05 PM, revealed the RAs were very diligent
about performing their duties. She stated she
believed the weights had been obtained as
ordered, and reported to the nurse. She further
stated she felt the nurse failed to document the
weights.
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